
related and interdependent as are those of the human
body. Might it not be possible to establish a bureau
of science, for instance, in which the achievements of
these various laboratories—no matter in what depart-
ment located—might be assembled and centralized, a
scientific clearing house as' it were? What matters it
whether a chemical analysis be made in the laboratories
of the U. S. Department of Agriculture, of the Treasury,
or of War? There is no danger that a soil analysis will
be attempted by the Biochemie Division, nor that a speci-
men of Trichinella spiralis will be referred to the bac-
teriologist of the U. S. Marine-Hospital Service. Nor
yet is there any reason why the Entomologist's nose
should be dislocated just because the Helminthologist
is able to determine a specimen of Boophilus bovis!
Finally, when this whole subject has been properly

formulated in the shape of a bill to be passed—not
passed upon—by Congress, let the bill first be submitted
to all specialists, all the trades, all the trades organiza-
tions whose interests are involved. Let each perfecthis or their own section, showing in what way it will
affect them and what points it is most important to
secure. It is absurd to expect that a committee of Con-
gress should wisely and justly determine upon the detailsof such a bill. Equally absurd is it that a chemist
should define what is to be the part taken in these in-
vestigations by the botanist, the zoologist, the pathol-ogist.
Several of the bills before Congress' are supposed to

contain all that is necessary, after a careful study of
the food laws of other countries : but a comparison of
these bills with the national laws of Great Britain* and
Germany, for instance, will show how utterly inadequatethey are. It has been urged that, in prospect of the
passage of the bill recently agreed upon by the NationalPure Food and Drug Congress, it is best to withhold
criticism—this upon the argument: "Better half a loafthan no bread." On the other hand, it may be said :
" 'tis better to bear the ills we have than fly to those we
know not of." The bill referred to, if passed as agreed
upon, will not only work a manifest injustice in certain
particulars, but it will, almost inevitably defeat itself,in others.
633 North Sixteenth Stret.

A NEW LEG-SPLINT FOR TRANSVERSE FRAC-
TURE OF THE TIBIA.
EDWARD A. TRACY. M.D.

BOSTON, MASS.

This paper considers, briefly: 1, why surgeons splint
a broken leg; 2, the plaster-of-paris treatment for it;
and 3, a new leg-splint devised by the writer.

WHY SHOULD SURGEONS SPLINT A BROKEN LEG?

The question, though elementary, is quite opportune,
as shall be shown further on. Senn1 says: "In the
treatment of fractures as in the treatment of wounds
of the soft parts accurate coaptation and effective fixa-
tion should be aimed at, so as to place the parts in the
most favorable conditions to unite by the smallest possi-
ble amount of new material." Thomas Bryant,2 in his
manual, writes: "After the setting of the fracture, the
essential part to be observed in its treatment is the
immobility of the broken bone; and next to this, its

Read by title in the Section on Surgery and Anatomy, at theFifty-first Annual Meeting of the American Medical Association,
held at Atlantic City, N. J., June 5-8, 1900.

1. "Principles of Surgery," Phila., 1890, p. 56.
2. "Manual for the Practice of Surgery," Phila., 1855, p. 63.

exposure during the process of repair to render certain
that the bone has maintained its right position."
These quotations are sufficient to answer the query

why we should splint a broken leg. A reference to the
medical journals of the past year will show, however,
that several surgeons—notably Champonnière—advo-
cate the treatment of fractures without the use of im-
mobilizing apparatus. Massage and passive motion are
deemed all sufficient. It is difficult to comprehend the
raison d'etre of the newer teaching, unless it be viewed
in the light of a reaction from alleged immobilizing
apparatus in vogue that has serious disadvantages. The
swing of the pendulum of practice, from misfit immob-
ilizing- apparatus that often produces deformity, and
always prevents the seasonable application of massage
and passive motion, to no apparatus at all, is the swing
of the pendulum that has many illustrations in the
history of the practice of medicine.

One advocate of the new method,of treatment gravely
informs us that the Hottentots never employ fixation
in fractures, but rely solely upon rubbing. Despite thi/
interesting information, it is probable that the English-
speaking races, with the restraining influence of their
jury system, will continue to employ immobilization
in the treatment of fractures. The necessity for the
use of massage and passive motion in the treatment of
fractures is not questioned. That manipulation alone
should suffice in the treatment of fractures, as with the.
Hottentots, is untenable. The combination of fixation,
massage, and, in proper cases, passive motion, is doubt-
less the most effective treatment.

THE PLASTER-OF-PARIS TREATMENT.

In describing this treatment, I shall quote an advo-
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cate of it, a skilful surgeon, Dr. Estes/ of Pennsyl-
vania : "After a transverse fracture has been thoroughly-
reduced and the fragments accurately adjusted, there
is comparatively little danger of the fragments slipping,
if the foot be kept quiet and some stiffening splint be
applied to the leg. Plaster-of-paris splints I have found
ideal in these cases. Two strips of tin, one on either
side, or some flexible wood splints may be used as ap-
position splints at the seat of fracture, to prevent any
movement of the fragments, until the plaster hardens.
Before applying the plaster it will be well to pad the
leg with an even layer of cotton-wool and to use a
flannel bandage over the cotton, neatly, but not too
lightly, applied, from the toes to the knees. If the
fracture be near the knee it will be well to extend the
plaster dressing 6 inches above the knee.. More or less
swelling will surely result after fractures of the bones
of the legs; it is well, therefore, to bear this in mind
and never use very tight bandages. The cotton-wool
when properly used and the bandage skilfully applied
will prevent any hurtful pressure resulting, but the
surgeon should carefully watch the extremity for twelve
hours after applying the dressing, and he should in-
struct the patient and his attendants to notify him at
once in case great pain in the extremity or swelling and
discoloration of the toes should take place. In any case
which it will be impracticable for the surgeon to see
within ten hours after the application of the plaster-of-
paris dressing, he should insert, while applying the
dressing, a narrow strip of tin under the plaster just
over the flannel bandage, and instruct the attendants
in case swelling and persistent and very severe pain
should follow, at once to cut through the bandage upon
the tin strips with a penknife, and so loosen the
dressing."
The necessity of splinting having been shown and

the plaster-of-paris treatment described, it remains to
consider, in the third place, the new leg-splint.

THE NEW LEG-SPLINT.

After the fracture is reduced, a piece of wood-plastic
material is suitably cut, moistened with water and band-
aged snugly upon the limb, directly next the skin, so
that it embraces the shin-bone. The middle line of
the long axis of the splint coincides with the anterior
border of the tibia. This splint, lying next the skin,
gives an efficient immobilization. It is light, cheap,
and durable. At any time the surgeon can inspect the
bone by unwinding the bandage and lifting up the
splint. It thus permits of massage, to the importance
of which this paper has already referred. There are
no bits of wood, nor tin strips to be kept in place, no
cotton batting to impair fixation, no flannel bandage,and no mussy application of plaster-of-paris.
Should the loosening of the apparatus be required

in the absence of the surgeon, it can be done by simply
unwinding the bandage. It is no easy matter for one
unfamiliar with the technique to remove a plaster-of-
paris "cast." The writer has treated cases of fracture
where he would as well expect the attendant to know
how to do an amputation, as to remove a plaster-of-paris
dressing from a broken limb.
In conclusion, it is claimed that the leg-splint de-

scribed fulfils the requirements deemed essential in the
treatment of a broken bone, namely, efficient fixation,
easy removal for inspection, or the application of mas-
sage, and proper protection of the weakened limb until
normal bone reunion is complete.

3. "Internat. Jour. of Surg.," 1899.

SOME OBSERVATIONS IN RENAL SURGERY.
W. H. ALLPORT, M.D.

SURGEON TO ST. LUKE'S HOSPITAL.
CHICAGO.

This paper is a contribution to the natural history of
error. In these days of enthusiastic renal surgery everyfrank analysis of diagnosis gone wrong, of operativeblunders committed, of difficulties unexpectedly faced,
must be not only of interest but of actual value to those
undertaking operations on the kidney. It is a trite
enough observation that we learn more from defeat than
from victory\p=m-\this is my apology for directing attention
to certain of the errors observed during the developmentof the cases recorded in this article.
Jacobson describes nephrolithotomy as "one of those

advances in modern surgery in which the operation has
outstripped the diagnosis."1 This statement is borne
out by the astonishing fact that of twenty-sevennephrotomies for stone he met failure in six. HenryMorris also remarks that within his observation sixteen
unsuccessful explorations of the kidney had occurred.
Those who are overconfident of their own abilities, ordisposed to think harshly of diagnostic error in others,would do well to study carefully the valuable outlines
furnished by Jacobson of his six unsuccessful cases.2
It is a pity that this classification of error has not

been extended further, so that we could have some statis-
tical view of the percentage of miscarriages occurring inall kidney undertakings in the practice of some of thebest diagnosticians and operators. For it would appearthat the true terra incognita of present day surgicalinvestigation lies behind rather than within the ab-
dominal cavity. It is instructive to observe that this
lack of definition as to the exact location and condi-
tion of the kidneys, which has not yet been sublimated
out of the medical mind, is reflected on lines of broader
ignorance in the. sensorium of the layman, who never
displaces heart or liver, rarely has left-sided appendi-citis, yet incorrigibly locates his urinary organs any-where from the sacrum to the vertebra prominens and
from the spinous. processes to the axillary line.
The cause for this constantly recurring inexactitude

of place conception becomes on consideration sufficiently-apparent, nor can it from the nature of things ever bethoroughly eradicated even from the medical mind, but
must continue forever as a bar to anything better than
a respectable percentage of perfect diagnosis. Our
direct ideas of location and condition or quality of any
organ or thing are based on sense perceptions, whichenable us to separate it from other structures and con-
ditions; bearing this fact in mind, it becomes immedi-ately obvious that we can predicate little—with that
certainty which we apply to ordinary things—of an
organ which can never be apprehended by sight or touchexcept as disguised by the body wall, and is never directly
or indirectly manifest to the other three senses. More-
over, while the absolutely definitive location of a kidney
as such becomes singularly elusive, much more so must
be the definition of local and limited disease within the
organ itself. It must, indeed, be admitted that we are
rarely in a position where the surgeon can predicatewith certainty and from direct testimony the completelocation and condition of any given kidney before ex-
ploration.
What I have said with reference to the uncertaintyof the direct evidence of position and structure, applieswith equal truth also to any indirect or circumstantial
Presented before the Chicago Surgical Society.
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